Population Aging In Developing Countries
The elderly populations of developing countries are now growing more rapidly than those in industrialized nations, thanks to health advances and declining fertility rates.
by Laura B. Shrestha ABSTRACT: Issues related to population aging-Social Security and pension reform, health care financing and provision, and long-term care-have long been the subject of public debate in the industrialized countries of Europe and North America. Economically less developed regions have been slower to adopt aging as a major public policy concern, despite the fact that older populations in many developing countries are growing more rapidly than are those of industrialized nations. Awareness of issues concerning older populations remains low in many nations, even as the absolute numbers of elderly persons double and even triple. This DataWatch considers trends in the basic demography of aging and mortality/health considerations for developing countries.
T he p op ul at ions o f m any r e g io ns are rapidly growing older. The process of population aging is a major success story, which began unfolding only at the end of the twentieth century.
1 Demographers define population aging as an increasing median age of a population or an alteration in the age structure of a population, so that elderly persons are increasingly represented within a country's overall age structure. The economic and social consequences of aging are considerable, particularly with regard to the increasing burden of dependency. These consequences in the industrialized nations of Europe and North America have been well publicized. However, less is known about the effects in less well developed regions. Older populations in many developing countries are growing more rapidly than are those of industrialized nations.
2 Awareness of issues concerning older populations remains low in many nations, even as the absolute numbers of the aged double and triple. In this DataWatch I discuss demographic projections of population aging throughout the world. These projections suggest that developing countries are aging much faster than industrialized countries did, as a result of rapid declines in fertility and broad diffusion of medical knowledge. These countries will be faced with "old" demo-graphic profiles at much lower levels of per capita income than will be true for industrialized nations. 3 In Belgium, for example, it took more than 100 years for the share of the population over age sixty to double from 9 percent to 18 percent. In China the same transition will take only thirty-four years; in Venezuela, only twenty-two years.
n Data and methods. Here I consider two sets of issues for developing countries: an overview of trends in the basic demography of aging, and mortality/health considerations. My analysis is based on global demographic estimates and projections undertaken by the Population Division of the Department of Economic and Social Affairs of the United Nations (UN) Secretariat. 4 Using standard demographic tools to categorize the UN data, such as life tables and percentage distributions by age, I make two sets of comparisons. 5 The first compares global aggregates to those of the more developed regions (North America, Japan, Europe, and Australia/New Zealand) and the less developed regions (Africa; Latin America and the Caribbean; Asia [excluding Japan]; and Melanesia, Micronesia, and Polynesia). The second highlights differences among nine regions: North Africa, Africa (excluding North Africa), South-Central Asia, Asia (excluding South-Central Asia), Eastern Europe, Latin America and the Caribbean, Europe (excluding Eastern Europe), North America, and Oceania. 6 The characteristics of available data for this regional breakdown mean that a strict adherence to the demarcation between more and less developed countries within the regional tables is not possible. For instance, while most countries in the Asia category are generally thought of as "developing," a few more-developed countries (such as Japan, Singapore, and Hong Kong) also are in the category.
Demographic Trends
The absolute number of elderly persons is an important measure of aging, because it will strongly influence both the provision of social and health care services and requirements for housing, long-term care, and income security. As recently as 1975 the majority of the world's elderly resided in more developed regions (Exhibit 1). However, more than 248 million of the roughly 418 million persons age sixty-five and older in the world (59 percent) now live in developing countries. In the coming decades the distribution of the world's elderly will continue to shift considerably, with a growing proportion residing in developing countries (67 percent by 2020).
The UN anticipates that by 2020 there will be a global elderly population of 698 million, more than double the current size of the entire North American population. The world's elderly population will have grown by a factor of 2.5 between 1960 and 2020. This growth is faster than that of the total population, so that the proportion of elderly in the world's population will increase from 5.3 percent to 9.3 percent. The figures for developing countries are even more dramatic: a growth factor of 3.0 for the same years.
n Regional dimensions. Asia has the greatest number of elderly persons: 217 million. China alone has 87 million persons (6.8 percent of its population) age sixty-five and older; this will increase to 167 million (11.5 percent) by 2020. India's elderly will increase from 51 million (5.0 percent) to 93 million (7.3 percent) by 2020.
The age distributions of the more developed regions continue to be much older than those of the developing world, as a result of differing patterns of fertility behavior, mortality experience, and migration. While only about 7 percent of the world's population is age sixty-five and older, 14.4 percent of the populations of developed countries are in this category (Exhibit 2). Large geographic differentials are apparent.
All developing regions have elderly populations that are less thantions of elderly, at 6.8 percent and 5.4 percent, respectively. The proportion of elderly in each of the regions, with the notable exception of Africa, is expected to increase over the next two decades.
Life Expectancy And Mortality
People are living longer-with continuing significant gains over the past two decades in average life spans in virtually all regions. An exception is Eastern Europe, which has been plagued by deteriorating health conditions and heightened mortality among adults.
Average life expectancy at birth in the less-developed regions stands at sixty-five years, about 17 percent lower than the average of seventy-six years in more-developed regions (Exhibit 3). 7 These av- erages mask an enormous range among regions (which, in turn, mask large differentials among nations). Life expectancy in Costa Rica, Barbados, and Sri Lanka, for instance, rivals levels found in North America and many industrial countries of Europe, while certain Asian (East Timor, Afghanistan) and many sub-Saharan African countries have levels that hover around fifty years.
On an aggregate regional basis, among the developing regions, life expectancy at birth is highest in two regions: Latin America and the Caribbean and Asia (excluding South-Central Asia) and is projected to remain so beyond 2020. 8 Continuing a long-standing trend, but exacerbated by the human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) epidemic, the lowest life expectancies continue to be found in Africa.
Worldwide, women live longer than men in virtually all countries, more so in developed than in developing countries (Exhibit 4). The largest differences are in Eastern Europe, the Baltic states, and central Asia. In the Russian Federation the difference in favor of women is twelve years. In developed regions female life expectancy at birth exceeds that of males by five to eight years. In most developing regions the differences are smaller. Women outlive men by only two to three years in Africa and have the same life expectancy as men in southern Asia. The differences are four to six years in favor of women in other developing regions. 9 Given the sex differential in longevity, female mortality rates are lower than male rates at practically all ages, including older ages.
In the industrialized world, increases in life expectancy at older ages are now outpacing life expectancy at birth, in part as a result of reductions in heart disease and stroke among middle-aged and older adults. Although this phenomenon is not yet widespread in developing regions, there is evidence of its occurrence in a few countries.
Causes Of Death
In broad terms, the epidemiological history of developed regions can be seen as a shift from the predominance of infectious and parasitic diseases to a profile of chronic, degenerative disease (such as cardiovascular disease and cancer) and conditions of early infancy (such as birth trauma). The focus of most nationally and internationally sponsored health programs in developing regions has been on infectious and parasitic diseases and child survival. 10 However, as children survive and live longer, they are increasingly exposed to risks associated with chronic diseases and accidents. And as fertility decline induces population aging, national mortality and disease profiles begin to reflect the growing importance of chronic and degenerative ailments associated with greater numbers of older persons.
Demographers have long been interested in measuring adult mortality and causes of death in developing countries, but the existence of limited or defective primary data (from censuses, household surveys, vital registration systems, and health information systems) has constrained analyses. Availability of information on specific causes of death among the elderly varies enormously by region and country, in terms of both completeness and accuracy of reporting. It has been estimated that reliable primary information is available for only, at most, half of the deaths in developing countries. 11 Data from Latin America and the Caribbean are thought to be the most reliable, while figures from Asia and Africa (when available) include large numbers of deaths attributed to unspecified causes. 12 To fill this gap, considerable model-based work has been undertaken to estimate the global burden of disease. The first comprehensive set of estimates of disease burden was published in the World Bank's World Development Report in 1993. 13 Subsequently, the Global Burden of Disease and Injury series comprehensively quantified the burdens of 483 sequelae of 109 major causes of death and disability, disaggregated by geographic regions and age/sex groups. 14 Based on existing evidence, improvements in adult survival in Africa, especially in the sub-Saharan region, lag behind those of all other major regions of the world. Infectious and parasitic diseases remain the most important causes of death among adults. HIV infection and AIDS have reversed earlier advancements noted in life expectancy measures in many countries, particularly in eastern, southern, and central Africa.
In other regions there is evidence of an epidemiological transition. Adult survival is improving, mortality rates from infectious and parasitic diseases have declined, and chronic and degenerative diseases are becoming relatively more common. 15 This transition appears most advanced in Latin America and the Caribbean and in East and Southeast Asia, with diseases of the older ages (specifically, cardiovascular diseases, circulatory disorders, and cancers) replacing infectious and parasitic diseases as the principal causes of death.
Policy Implications
The ratio of the elderly to the working-age population (the "old-age dependency ratio") is set to increase dramatically in most developing countries. This shift will likely have significant consequences on the demand for and provision of social and support servicesamong them health care, housing, income security, and long-term care. Here I briefly consider the health policy implications.
n Provision of services. Aging populations face a changing array of health problems and needed services. Beyond sheer growth in the numbers of older persons, three additional issues need to be addressed. First, the predominant illness profile has shifted from one characterized by acute, communicable diseases to the chronic and noncommunicable. By the late 1980s, for instance, cardiovascular diseases had become the leading cause of death in thirty-one countries throughout Latin America and the Caribbean. Second, developing countries can anticipate having increased numbers of disabled persons as their populations grow older. Finally, many countries face an imbalance between where services are provided and where the elderly actually live. Rural areas tend to have higher proportions of older persons, while health care services (especially chronic care) tend to be concentrated more in urban centers. The focus needs to shift to how to provide care across the spectrum, not simply acute care services in central locations. There also is much greater scope for preventive care than is now reflected in public policy. 16 Implementing effective health promotion and disease prevention programs that reduce chronic disease risk factors will have major implications for a country's future burden of disease.
n Health care financing. Evidence shows two main effects of the demographic transition on health care financing: (1) increased age-specific consumption of and spending for health care by the elderly, and (2) changes in the relative cohort sizes of the benefit recipients (the elderly) and revenue contributors (the workers), such that a shrinking group of workers pays a larger proportion of health care costs for a rapidly growing elderly population. 17 Two policy issues need to be considered in light of these problems. 18 First, there is ample room in any health care system to increase efficiency. This is not a specific "old-age" problem, but one that is pervasive throughout health care systems in both industrial and developing countries. One proposed solution calls for a contribution system, in combination with multiple, competitive, and highly regulated insurers. Further, incentives, such as copayments, might be built into the system to guard against excess consumption.
Finally, the issue of equity needs to be reconsidered. It is considered unethical when people in need of health care cannot obtain it because of financial constraints. This position is widely held at relatively low levels of health care expenditures. At very high levels, where outlays are increasingly discretionary and of marginal medical value, it may be worth rethinking whether the universal acceptance of this equity principle is in society's best interest. 
NOTES
1. Although fertility, mortality, and migration all contribute to changes in the age distribution of a population, fertility has been shown to be the most powerful determinant. However, as seen only since the 1960s, for a developed population that has been experiencing fairly stable, very low levels of fertility for a number of years, the greatest contributor to population aging is declining fertility. 
